The use of intravitreal air injection to achieve internal closure of retinal breaks was advocated by Rosengren in 1938 . ' More recently Norton2 and Gilbert and McLeod3 described surgical procedures with air or sulphur hexafluoride (SF6) that overcome the difficulties presented by bullous rhegmatogenous retinal detachment and fish-mouthing of large equatorial retinal breaks. These techniques have proved reliable. However, our recent experience suggests that in certain cases intraocular gas may reverse initially successful reattachment surgery. We describe four patients who developed inferior retinal redetachment following uneventful retinal surgery which included intraocular injection of gas.
Correspondence to P B Johnston, FRCS. Case reports CASE 1 A 71-year-old man developed a deep upper-half retinal detachment in his right eye. One large Ushaped tear was situated at the upper temporal equator, and three small flap tears were found at the inferior temporal quadrant within attached retina (Fig. 1, A) A 50-year-old woman developed a bullous detachment of the left superior retina which contained two U-shaped tears and three round holes (Fig. 3, E) . The lower retina was attached with pre-equatorial lattice degeneration at the inferior periphery. After external drainage of subretinal fluid the retina was repositioned with 2 ml of 20% SF6 gas and air mixture, which was injected into the vitreous cavity through the pars plana. Dreyer' s case, and we suggest that superior displacement of the intraocular gas bubble caused increased vitreoretinal traction at the site of inferior retinal breaks and vitreous base. The proposed mechanism is due to stretching of the posterior hyaloid by the superiorly positioned gas bubble and can occur where the gas bubble is within the vitreous gel (Fig. 4) or has migrated into the retrohyaloid space (Fig. 5) .
We agree that the D-ACE technique is valuable for difficult bullous detachments. However, caution should be exercised in the presence of preoperative inferior retinal breaks or lattice degeneration. Internal gas tamponade is necessary only for a short postoperative period to close superior retina breaks. When inferior retinal breaks exist prior to surgery, we believe it is advisable to use air rather than SF6 gas for internal tamponade of superior breaks. The delayed absorption and postoperative expansion' of SF6 gas may increase and prolong vitreoretinal traction, which opens or creates inferior retinal breaks.
